One of the major complications of heart valve replacement is paravalvular leak (PVL). Large PVLs result in the progression of heart failure and endocarditis.
Results | Among 133 patients whose medical records were reviewed, 21 were either lost to follow-up or excluded because of nonadherence to recommended follow-up clinic appointments and tests. A total of 112 patients were included in the final analysis. Of these patients, 106 (94.6%) were men, and patients had a mean (SD) age of 68.1 (9.5) years. The procedures included 45 isolated AVRs and 67 AVRs with concomitant procedures (Table 1) . Of the patients undergoing AVR, 94 (83.9%) received bioprosthetic valves and 18 (16.1%) received mechanical valves.
No patients had PVL immediately following implant, and no conversions to a pledgeted technique were noted. The median time to follow-up transthoracic echocardiography was 2 months (range, 2 days to 35 months). Freedom from PVL was noted in 107 patients (95.5%), 4 (3.6%) had insignificant PVL on results of follow-up transthoracic echocardiography, and 1 (0.9%) had clinically significant PVL that required reoperation because of recurrent endocarditis from continued intravenous drug abuse ( Table 2) .
Discussion | The use of pledgeted sutures was shown to confer a protective effect on PVL in the Artificial Valve Endocarditis Reduction Trial (AVERT); however, the mechanical valve of interest in that trial was eventually recalled because of increased rates of PVL.
4 LaPar et al 5 showed that a nonpledgeted suture technique offers an equivalent alternative to the use of pledgets for AVR, with no increase in PVL and significantly decreased cross-clamp time.
Our study results showed that significant PVL requiring reoperation occurred in just 0.9% of the patients. This rate of reoperation for PVL is similar to the 1% to 2% cited in the literature 3 and comparable to the rate in the pledgeted cohort seen in LaPar et al 5 and Tabata et al, 6 which resulted in a 1.2% and 2% PVL rate, respectively. This technique eliminates the need to adjust the orientation of pledgets and has been shown to decrease cross-clamp and cardiopulmonary bypass times. 5 Although pledgets are inexpensive, potential reduction of costs may be incurred owing to these decreased times. Also, multiple studies have shown that pledgets can decrease the effective orifice area, especially in smaller aortic roots, owing to tissue gathering. This tissue gathering on the ventricular side may result in tissue exposure into the valvular orifice, disturbing leaflet movement, or reducing effective orifice area. 6 Furthermore, while there are no current studies to suggest this, we speculate that implanting less foreign and thrombogenic material may decrease the incidence of future pannus formation. Although this study was limited by the number 
Advance Care Planning in Older Adults With Multiple Chronic Conditions Undergoing High-Risk Surgery
More than 4 million high-risk operations (those that are associated with ≥1% in-hospital mortality) are performed annually in the United States in patients 65 years or older. 1 While operative risk has declined over time, many older adults, especially those with multiple chronic conditions, remain at high risk for postoperative morbidity (including loss of independence and/or functional decline) and mortality. 2,3 Therefore, the American College of Surgeons and American Geriatric Society jointly recommend patients engage in advance care planning (ACP), which includes documenting a patient's personal goals and values, treatment preferences, and surrogate decision maker. 4 In this study, we determined the prevalence and patient characteristics associated with ACP documentation among elderly adults at any time prior to high-risk surgery.
Methods | We included patients 65 years and older who were evaluated at Sutter Health (Palo Alto Medical Foundation), from January 1, 2013, through December 31, 2014. Eligible individuals were those who had multiple chronic conditions (defined as a Charlson Comorbidity score >1 5 ) and who underwent a high-risk procedure (defined by validated surgical Current Procedural Terminology codes that are associated with an in-hospital mortality rate ≥1% 1 ). This study was approved by the Sutter Health institutional review board. Demographic and clinical data were abstracted from electronic health records; no informed consent was needed.
The primary outcome of ACP documentation was abstracted from health records, because Palo Alto Medical Foundation collects this information in an electronic problem list. Palo Alto Medical Foundation uses an automated clinician reminder that is triggered when patients turn 65 years old and continues to fire at all appointments until completed. Documentation of ACP included the presence of either an advanced directive, a durable power of attorney for health care, or a physician order for life-sustaining 
